The Role of the Architect
For the architect to be a complete expert on every building type is not a feasible proposition. The work of a typical architectural practice may at any one time range from a factory making specialized equipment, to schools, multi-story flats, shops, and offices. The detailed knowledge of the running and functioning of all these building types is more than one person can possibly be expected to know. No one architect could be expected to have mastered all the medical complexities of Physical Medicine Departments. The architect, therefore, must be able to obtain and marshall all the facts and information that give him the answers to the most crucial aspects of the building, such as siting, circulation, environmental conditions, structure, heating, electricity, cost and time. It is clear that the architect will only be able to obtain this information if he is given a full written brief which clearly states the client's requirements.
The Royal Institute of British Architects have recently carried out a detailed survey of architects' offices" as a result of which it is possible to define a method of working which has been slowly evolving since the war. The most important aspect of this method of working is the team approach. No longer can the architect work in complete isolation; instead he has to work with the quantity surveyor (who has a vital task to perform in cost control and cost planning), the structural engineer, heating and ventilating engineers, town planners and sociologists. Most important of all is the client, who must be an integral member of this design team.
The design process can be broken down into clear-cut stages. The first is the formulation of the client's brief. Once this has been obtained the design team deals first with broad and general ideas. After these have been explored the next stage is to develop particular ideas and when these 'R. LB.A. (1962) The Architect and his Office. London have been agreed then exact ideas have to be precisely stated and co-ordinated. When ail these stages have been carried out the design as such is complete. The next phase is concerned solely with preparing the instructions which are to be passed to the manufacturers and constructors to enable them to commence the final stage of actually making and erecting the building. It is important to realize that this process by virtue of the Architects' Professional Scale of Charges is related to a time scale. If the time that is available is frittered away in endless discussion, argument and change of mind the time that is left for productive work will have been seriously curtailed, to the inevitable detriment of the whole project. Time wasted is clearly detrimental to the rate of architect's productivity. If the rate of increase of the national Gross Domestic Product, which has been running for the past few years at approximately 2.7% per annum, increases to 4% per annum as the National Economic Development Council proposes then the productivity per head of the architectural profession will have to increase 63 % by 1970.
There seems to be little doubt that very heavy demands will be put both upon architects and the building industry in the near future. Of in1ediate importance to the medical profession is the hospital building programme of £500,000,000 over the next ten years, but in addition to this there are pressing demands for more housing, slum clearance and urban renewal and even complete new towns. There is a large university programme. Many of our outworn factories will have to be rebuilt and a really staggering road building programme seems inevitable. It is becoming increasingly clear that this enormous load in the building industry can only be carried out if greater use is made of many more dimensionally co-ordinated components made under factory conditions. The industrialization of building makes it essential that all decisions regarding design are taken before fabrication of the components is commenced.
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One of the most significant developments in the medical building field has been the setting up of a Development Group at the Ministry of Health, who are already issuing excellent building notes for the guidance of those engaged in medical buildings. In theory this should be satisfactory, but unfortunately in practice it is not so. The greatest failing is the enormous length of time taken to design medical buildings. It would seem that the basic cause of this excessive time is that the medical profession and the architectural profession approach the problem in diametrically opposed directions. The design process of the architect, starting with broad and general ideas leading to particular and then exact ideas, is not adhered to by the medical profession, who approach the problem by an initial concentration on minutiEe. It is probable that this is brought about largely through the adherence to the principle of clinical freedom. As members of another liberal profession architects fully appreciate and understand this principle. When, however, as a result of this attitude the medical members involved in a building project are more concerned with the small details (which will permit them their own individual freedoms) and ignore completely the broad and general principles involved, then something is very wrong. It would seem, therefore, that a completely unbridled freedom can stultify the architectural process. There is no one able to lay down the broad policy and instead the problem is tackled by solving the little detailed points first. The end product is far from satisfactory, because the resultant building is nothing more than a series of ad hoc solutions tacked together.
In my opinion the most vital role of the architect is to provide help and guidance to ensure that on the medical side a proper organization is set up to work with the architectural team. This organization must be capable of working from big ideas down to minute detail, in that order.
In the field of medical buildings the architect's main role is the ability to organize and arrange that: (1) A brief is set out in writing and not in the form of 'amateur' plans. (2) On the medical side an organization is set up that is capable of thinking in the same order as the architect and will not become bogged down in pettifogging detail from the very start.
Dr F S Cooksey (Department ofPhysical Medicine, King's College Hospital, London)
Main Hospital Departments Mr Austin-Smith has made it clear that architects expect the professional and technical personnel for whom a new building is being designed to make up their minds what they want included and to prepare detailed schedules of their requirements. This involves specifying the size and purpose of each room, including the nature of any equipment which will be used and the services required to operate it, as well as the geographical relation of one room to another and to other departments of the hospital.
Naturally the responsibility for advising on what should be included in a new building falls to the senior staff. Yet the majority of older people tend to favour traditional methods and, whilst they are entitled to specify the arrangements which seem to be the best in the light of their long experience, they should bear in mind that they may be near or past retirement when the new building is ready for occupation and their successors are almost certain to want something different.
For instance, I have seen a number of plans in recent years for new departments in hospitals, which will not be built for several years, in which it is proposed to provide an overlarge physiotherapy department with separate rooms for electrotherapy, a small gymnasium and a micro-sc3pic occupational therapy department.
After the building has been completed it would not be difficult to convert some of the physiotherapy treatment rooms for occupational therapy; but a gymnasium of adequate size could not be provided without taking the floor above to give sufficient height and, even so, the siting of the steel framework might make it impossible to provide sufficient uninterrupted floor space.
On the other hand if provision were made for a future gymnasium occupying two floors and of adequate surface area, an intermediate floor containing numerous treatment rooms could be provided and still make provision for the rising generation to modernize the building without undue difficulty or expense.
Hospital Building Notes
To assist all concerned in the design of new hospitals or the modernization of existing ones the Ministry of Health has prepared a series of BuildingNotes (H.M.S.O. London). BuildingNote No. 8 on Physiotherapy Departments and No. 9 on Occupational Therapy Departments contain useful information on the design of treatment areas, their size in relation to the current and anticipated volume of work, as well as on the engineering and other services required.
Relation ofthe Sections in Departments ofPhysical Medicine
The roles of the physiotherapist and occupational therapist are tending to approximate and overlap, as for example in training disabled people to regain their independence in the various activities of daily living. An increasing proportion of patients divide their time between the physiotherapy department, gymnasium and workshops. Therefore not only should these treatment areas adjoin but there is much to be said for providing a common staff room to promote teamwork.
Even though social case work is provided through a central almoners' department, so many patients attending departments of physical medicine require the help of various social services that an interview room should be available in the department to facilitate consultation between almoner, the departmental staff and extra-mural workers such as welfare officers or disablement resettlement officers.
It should be borne in mind that the amount of medical consultation is increasing so that even departments of moderate size require the full-time use of at least one consulting room. Thus the scope for economy by sharing common outpatient consulting suites is diminishing and should be offset against the advantage of consulting rooms being readily accessible to the departmental staff who are treating the patients.
A substantial proportion of patients attending departments of physical medicine are disabled by injury or other disorders of the locomotor system and require daily transport by ambulance or the hospital car service. In modern multi-story buildings the department may have to be above the ground floor but, if so, adequate lifts and attendants must be provided. Many patients attending these departments are in wheel chairs or on crutches and this must be made clear to architects so that suitable and adequate means of access and fire escape can be provided.
Gymnasium
For some years the Ministry of Health has recommended a gymnasium of 60 feet by 30 feet and a minimum height of 18 feet in the larger departmetits and these dimensions have been generally accepted. However, many hospitals like to use the gymnasium in the evening for staff recreation including table tennis and badminton. The Badminton Association recommend a height of 25 feet over the net but state that 22 feet is sufficient for a reasonable standard of play. It so happens that in modern steel-framed buildings for hospital purposes the average floor to ceiling height is about 10 feet 6 inches, so that if two floors are used to accommodate the gymnasium and allowing for the absence of the intermediate floor it is usually possible to provide a height of 22 feet.
Screening against High Frequency Radiation
The increasing use of sensitive electronic equipment for diagnostic and laboratory purposes in hospitals poses the problem of suppressing high frequency radiation from diathermy apparatus, and this nuisance is brought forcibly to the attention of consultants in physical medicine when they attempt to use the electromyograph in their own departments.
Unfortunately it is difficult and costly to screen effectively the relatively large rooms in which diathermy and other radiating apparatus are operated or the many smaller rooms in which sensitive equipment may be used. Recently the Ministry of Health has asked a small group of experts to advise how hospitals might tackle this problem and it is hoped that a report will be available fairly soon.
Hydrotherapy
In recent years many of us have come to appreciate the value of water at body temperature as a medium for the active re-education of function. This has led to the installation of small hydrotherapy baths in an increasing number of general hospitals. Surprisingly, it appears to be the elderly men and women with degenerative arthritis who benefit most, and there seems little doubt that the need for this type of treatment will continue so that provision should be made for it in planning new departments for all major general hospitals.
Unfortunately hydrotherapy pools are heavy. The minimum size recommended by the Ministry of Health holds 2,000 gallons of water and pools should be sunk partly below floor level to facilitate the handling of patients by physiotherapists leaning over the side. In effect this means that hydrotherapy pools should be installed at ground level and, since they should adjoin other sections of the department, this is another reason for locating departments of physical medicine on the ground floor, or possibly the ground and first floors, since the gymnasiumwill requiretwo floors.
Special Equipment
The increasing use of light and often hollow materials for internal partitions in modern buildings poses problems in departments of physical medicine because of the need to attach wall bars, hand rails and traction apparatus to the walls and to suspend apparatus or patients in slings from the ceiling.
The substantial number of wheel chairs necessitates the provision of adequate parking bays whilst patients are receiving treatment. Corridors, toilets and cloakrooms must be large enough to allow wheel chairs to be manceuvred.
Sections of the department which are unduly noisy, such as the wood and metal workshop and gymnasium, should be indicated to the architect so that the storerooms and cupboards can be located whenever possible to assist in insulating the sound from the remainder of the department. Dr Russell Grant (Royal Hampshire County Hospital, Winchester) Peripheral Treatment Centres Domiciliary physiotherapy: Treatment brought to the patient destroys initiative and increases the feeling of helpless homefastness. Physiotherapy is less effective because it is reduced in quality, due to most homes not being readily adaptable for treatments and to the difficulties of adequate supervision. There are also reductions in quantity due to travelling time between cases. It is often said that to deny domiciliary physiotherapy is to produce hardship for the patient, but we have been running a peripheral treatment centre scheme with no domiciliary treatment for fifteen years, and I am sure that this is not true. Very occasionally the patient in need of treatment is unable to travel but these cases are so few that they can be admitted for intensive treatment.
Siting of peripheral departments: Optimum sites can only be decided after a map has been prepared on a population/patient density basis, and this correlated with the public transport facilities, particular attention being paid to the frequency of the transport, and also to the direction of flow, whether orbital or radial, to the main centre.
Staff: A good rule of thumb is one physiotherapist per 10,000 head of population. Ideally, treatments should be given daily. It is, however, legitimate when dealing with rural areas to reduce thetreatments to three times a week, inwhich case one physiotherapist and one van can serve three village centres.
In order to occupy the physiotherapist efficiently each centre should serve a population of just over 3,000. In practice this is by no means always possible and areas with population density of less than the optimum have to be catered for. In this country there are very few areas which are sparsely populated, compared particularly with regions in Canada and Australia. In such areas the problem may be solved by providing cheap board and lodging hostel accommodation at the main hospital. In this country this can be done for approximately £3 a week.
Having sited the centres, the following factors must be considered:
(1) Access: It must be close to transport off-loading points. It must have a path suitable for walking cases, walking cases on crutches, chair cases.
(2) Space: Treatment cubicles, waiting room, office accommodation.
(3) Services: Electricity: heating, apparatus, light. Space may be saved by building-in equipment such as overhead bars for slings; high plug points to keep trailing wires off the ground as much as possible; adequate hooks, hangers and mirrors in each cubicle. When space is cramped, it is frequently possible to make use of toilet facilities, &c., at nearby hospitals or hotels.
Two sets of lunar time switches can be used: one to control the wax bath circuit in summer and winter, and the second to control the electrical heating circuits during the winter. Wax baths take three or four hours to heat up and it is quite impossible for a physiotherapist giving half a day's treatments to get the wax up to the correct temperature during that time.
Treatment cubicles are recommended to be 8 x 8 ft but should not be less than 8 x 6 ft. Office accommodation is not a very important factor, the essentials being desk, chair and filing cabinet, as all record cards other than treatment cards should be kept in the main hospital.
Remedial occupational therapy does not lend itself readily to peripheral treatment centres because (1) the patients are normally up for a full day and their meals and refreshment can very easily be supplied, and (2) fewer patients are treated by occupational therapy than by physiotherapy and setting up departments in rural areas would lead to much waste of the occupational therapist's time.
Meeting July 71962
The Summer Meeting was held at the Churchill Hospital, Oxford. Dr Bryan 0 Scott gave a lecture followed by demonstration of A Traction Splint in the Treatment of Osteoarthritis of the Hips. Lectures were read by Mr T J S Patterson on The Place of the Physiotherapist in a Plastic Surgery Unit, and by Dr J M K Spalding on The Role of Physical Medicine in an Artificial Respiration Unit.
Dr Crampton Smith showed members round the Artificial Respiration Unit, by courtesy of Dr Ritchie Russell, and Dr G Rushworth demonstrated the measurement of conduction velocity in a single muscle fibre and of its refractory period. In the afternoon a visit was made to the Mary Marlborough Lodge by courtesy of Professor J Trueta.
